Aim. To identify nurses' role and experiences of keeping children safe. Background. Approaches to preventing, identifying and responding to child abuse and neglect have moved towards a multidisciplinary approach where all professionals are expected to contribute to the goal of keeping children safe. Frequently in contact with children and families, nurses well positioned to contribute to keeping children safe from abuse and neglect. Much has been published around nurses' experiences of their role in keeping children safe, but this literature has not yet been synthesized to determine the challenges and potential scope of this role. Design. Integrative review following an Integrative Review framework. Data sources. Studies were identified through a search of the electronic databases CINAHL, Medline, Web of Science, Scopus and Informit to identify literature published between 2005-2015. Review methods. All the studies were critically appraised for methodological quality using the Critical Skills Appraisal Programme. Data from each study were extracted and categorized according to the review aims and the study's major findings. Results. Inclusion criteria were met in 60 studies. Three main findings were identified including nurses' insufficient knowledge, need for validation and improved communication and balancing surveillance and support for vulnerable families. Conclusions. Nurses have many roles and experiences in keeping children safe but often felt they did not have the knowledge, skills and support to take action in this area. Further research is needed to understand why nurses feel inadequate and disempowered to advocate and intervene on the behalf of children at risk of abuse or neglect.
Introduction
Child abuse is prevalent globally with one quarter of all adults reporting a history of childhood physical abuse and an additional 41,000 children annually recorded as victims of homicide (World Health Organisation 2014). The definitions of child abuse vary among countries and jurisdictions, but include physical abuse, sexual abuse, psychological abuse and neglect (Williams & Weeks 2014 ). The effects of child abuse are not restricted to childhood as the impacts can extend into adult life. Adults who were victims of abuse during childhood often experience increased mental health problems, greater contact with the criminal justice system, decreased educational attainment, reduced economic wellbeing and poorer personal relationships (Currie & Widom 2010 , Sugaya et al. 2010 , Allwood & Widom 2013 , Covey et al. 2013 , Easton et al. 2013 .
In recognition of the lasting individual and societal effects of child abuse and neglect, they have been identified as a serious public health issues in many countries (World Health Organisation 2010 , Gilbert et al. 2012 . The United Nations Convention on the Rights of the Child similarly recognizes that children have the right to grow and develop in an environment free from abuse and neglect (Office of the High Commissioner for Human Rights 1990) . As the largest group of health professionals, nurses have significant capacity to detect child abuse and support children and families in situations of abuse. However, nurses' experiences of enacting their role in safeguarding children across both child focused and adult services remain unknown. Given the potential impact of nurses in reducing child abuse and neglect, this area warrants investigation. Thus, a comprehensive review of the literature was undertaken to explore how nurses manage safeguarding children in their care.
Background
To combat child abuse and neglect, many countries have proposed that professionals involved with children should be involved in identifying and responding to child abuse and neglect. For example, in the UK, the focus is on safeguarding and promoting the well-being of all children through interdisciplinary cooperation between all organizations and professionals who provide services to children or families (Her Majesty's Government 2015) . In Australia, the approach is similar with child protection recognized as 'everybody's business' where all sectors of society from individuals to commercial organizations are expected to participate (Council of Australian Governments 2009). Safeguarding children occurs at several different levels and includes prevention strategies aimed at the whole population, early intervention for families at risk and targeted interventions for children considered to be experiencing abuse and neglect (Gilbert et al. 2012) . The overarching philosophy that guides professionals and organizations in safeguarding children is increasingly a 'child-focused' approach. In a child-focused approach, the child's social, physical and emotional well-being are at the core of all service delivery to the child, parents and family (Fox et al. 2015) .
One of the key differences between child protection systems internationally is the role of nurses in reporting of child abuse. In countries such as the USA, Canada and Australia, nurses are legally required to report child abuse (Mathews 2015) . In other countries such as the UK and New Zealand, there is generally no legal
Why is this review needed?
Child abuse and neglect is a major global public health issue. Recent strategies to address child abuse and neglect emphasize a community-wide response that expects healthcare professionals to be involved in the prevention, identification and response to child abuse and neglect. Nurses are in frequent contact with children and families, but little is known about how they experience their role and the challenges they may face in keeping children safe.
What are the key findings?
Nurses perceived a lack of knowledge and confidence to effectively respond to child abuse and neglect. These deficits meant they relied on other professionals to guide them in responding to suspicions of child abuse or neglect. Nurses were often dissatisfied with the responses of colleagues and child protection services and frequently did not believe that a positive outcome would be achieved for the child.
requirement to report abuse, although nurses may still be ethically obliged to intervene (New Zealand Government 2012 , Royal College of Nursing 2014 . In addition to reporting child abuse, nurses as a professional group are in an ideal position to identify families experiencing challenges to parenting and engage with families and services to promote children's safety and well-being (Tinker et al. 2010 , Her Majesty's Government 2015 . Nurses are recognized as core to supporting families and children in paediatric nursing environments and through programmes such as universal home visiting where they are able to assess and promote the health and well-being of families (Fraser et al. 2014) . Nurses working with adults may be indirectly involved with children and able to identify the needs of children at risk of abuse due to adult problems. In these roles, nurses are urged to take a child-centred approach to maintain the safety and well-being of children in their care (Munro 2011 , Her Majesty's Government 2015 .
The review Aim
The aim was to identify nurses' roles and experiences of keeping children safe.
Design
An integrative review was conducted using Whittemore and Knafl's (2005) framework for reviewing and analysing the literature. This framework uses explicit and systematic methods to reduce the risk of bias and improve reliability of the findings. An integrative review is useful for combining multiple types of evidence including both experimental and non-experimental designs to enable a more comprehensive understanding of the phenomenon of interest.
Search methods
The databases CINAHL, Medline, Scopus and Web of Science were searched in June 2015 to identify primary research studies that investigated the roles and experiences of nurses in keeping children safe. This included studies that reported nurses' subjective experiences, perspectives, attitudes and knowledge along with more objective measures of their knowledge and attitudes. The literature search was conducted by electronic searching of databases followed by scanning the reference lists of included studies for any additional relevant studies. The first author conducted the search in September 2015 under the supervision of the co-authors using keyword combinations of the following 'nurse', 'health visit*', 'mandatory report*', 'mandatory notif*', 'child abuse', 'child maltreatment' and 'child neglect'. These keywords were applied in CINAHL, Medline, Scopus, Informit and Web of Science. Grey literature was also searched using these keywords, but no relevant studies were identified. The search was restricted to English language studies published within the past 10 years.
Search outcome
All results from the database searches were exported into Endnote 7 where duplicates were removed. The titles and abstracts of remaining articles were screened for relevance based on the inclusion/exclusion criteria (Table 1) , and irrelevant studies were discarded. Studies of all research designs were included in the findings in accordance with Whittemore and Knafl's integrative review design. Next, the first author screened the remaining papers by reading the full-text to determine eligibility and discussed their eligibility with the remaining authors. Six additional studies were identified during this stage by reading the reference lists of the included studies from the database searches. Overall, 60 studies met the inclusion criteria and were included in this review (Table 2 and Table S1 ). The process of selection is outlined in Figure 1 .
Quality appraisal
Each study was critically appraised for methodological soundness using the Critical Skills Appraisal Programme according to their research design (Critical Skills Appraisal Programme 2013). The qualitative CASP tool was used to evaluate the qualitative studies, but as there was no specific CASP tool for mixed method studies or for the variety of quantitative designs included in this review, the existing CASP tool was adapted to suit these designs. Methodological quality was generally high in the majority of studies (n = 57), although three studies had only moderate rigour. Due to moderate to strong methodological rigour of all studies, none were excluded on the basis of inadequate rigour. The most common weakness of the qualitative studies was failure of the researcher to explicitly consider impacts of the researcher-participant relationship, while the most frequent weakness of quantitative designs was small or non-representative samples. See Table S2 for supporting information about the specific methodological rigour of the included studies.
Data abstraction
Next, each study read and reread in detail and relevant information was extracted from studies. The first author was responsible for data abstraction and this process was discussed with the remaining authors. Decisions about what information was extracted were informed by the review question about nurses' roles and experiences of keeping children safe. Studies were organized into subgroups of geographical region to facilitate identification of similarities in each region (Whittemore & Knafl 2005) .
Data synthesis
Once data abstraction had been completed, descriptive coding was used to organize the data and to make analytical comparisons and contrasts as relevant to the review aim (Whittemore & Knafl 2005 ). The initial codes were then organized into related areas or themes by the first author (Braun & Clarke 2006) . These themes were discussed among all three authors so emerging findings could be considered, clarified and refined. In this way, the authors developed themes that reflected the core findings while recognizing and representing nuance and variability in the data. The final results and themes were agreed by all three authors as accurately representing the findings.
Results
The 60 studies were located predominantly in developed countries (n = 48) and/or included exclusively nurses as the professional group under investigation (n = 43). Many studies recruited nurses from a cross-section of practice settings (n = 18), while other studies specifically investigated nurses working in home visiting (n = 13), community health centres or schools (n = 12), or hospital settings (n = 14). A small number of studies (n = 3) also addressed adult mental health nurses and their contributions to keeping their clients' children safe. The three main findings relating to nurses' roles and experiences in safeguarding children were around 'insufficient knowledge', 'validation and communication' and 'balancing surveillance and support'. The finding 'insufficient knowledge' was supported by the most studies (n = 44), while 'validation and communication' and 'balancing surveillance and support' were from 35 and 25 studies, respectively. Table S3 demonstrates which studies contributed to each of these major findings.
Insufficient knowledge
Although the majority of nurses were aware of their legal or ethical obligation to report child abuse and neglect (Glasser & Chen 2006 , Lazenbatt & Freeman 2006 , Land & Barclay 2008 , Mathews et al. 2008 , Tingberg et al. 2008 , Raman et al. 2012 , Davidov & Jack 2013 ), the underreporting of child abuse and neglect was identified in several studies (Lazenbatt & Freeman 2006 , Lee et al. 2007 , Mathews et al. 2008 , Ben Natan et al. 2012 , Raman et al. 2012 , Schols et al. 2013 . Nurses frequently cited insufficient knowledge of child abuse and neglect as a barrier to identifying and responding to child abuse and neglect (Glasser & Chen 2006 , Lazenbatt & Freeman 2006 , Lee et al. 2007 , Tingberg et al. 2008 , Francis et al. 2012 , Louwers et al. 2012 , Raman et al. 2012 , Houlihan et al. 2013 , Schols et al. 2013 , Borimnejad & Fomani 2015 . Unfortunately, obtaining adequate information about reporting requirements was not always as simple as accessing the relevant policy or procedure. Some nurses did not know where to access reporting procedures (Louwers et al. 2012) , while others perceived policies were too vague or otherwise unhelpful in clinical decision-making (Lazenbatt & Freeman 2006 , Land & Barclay 2008 , Tingberg et al. 2008 , Rowse 2009b , Schols et al. 2013 . Although most nurses (49-86%) had received some training around their role as a mandated reporter of child abuse (Fraser et al. 2010 , Yehuda et al. 2010 , Ben Natan et al. 2012 , Raman et al. 2012 , Hackett 2013 , Rolim et al. 2014 , many nurses still desired ongoing professional development in areas of child protection (Crisp & Lister 2006 , Lazenbatt & Freeman 2006 , Lee et al. 2007 , Land & Barclay 2008 , Tingberg et al. 2008 , Yehuda et al. 2010 , Houlihan et al. 2013 , Whittaker et al. 2016 . However, there were some exceptions including surveys of Taiwanese (n = 1400) and Brazilian nurses (n = 104) indicating that 80% and 86%, respectively, had not participated in any child abuse training (Feng & Levine 2005 , Moreira et al. 2013 . In general, nurses desired education that was specific to their clinical speciality. For example, health visitors wanted more information about assessing parent-infant attachment (McAtamney 2011), while adult mental health nurses requested education around communicating with young children (Houlihan et al. 2013) .
Gaps in nurses' knowledge were apparent even among studies that did not specifically investigate nurses' perceived knowledge and educational needs. For example, some nurses did not maintain a child focus, but instead considered parental intent and mitigating factors instead of impact on the child when deciding whether to report (Browne et al. 2010 , Eisbach & Driessnack 2010 , Schols et al. 2013 . Similarly, Land and Barclay (2008) found that some nurses became desensitized to the high prevalence of health and social problems believing these could be 'normal' and therefore acceptable in certain populations. While it is helpful to have an understanding of a child's social context when making a report, nurses may not be accurate in their assessments of the likelihood of harm from abuse or neglect. One study indicated that recent training did not influence nurses' perceptions of the seriousness of abuse or neglect (Fraser et al. 2010) , while other studies have found that nurses' decisions to report were more closely linked their own subjective beliefs of child abuse and neglect than knowledge or child abuse education (Ben Natan et al. 2012 , Ho & Gross 2015 . Thus, nurses may not have the necessary knowledge, skills or attitudes to make appropriate decisions about the potential seriousness and need for intervention, possibly placing children at risk of further harm. This literature highlights that nurses were aware of their responsibility to report. However, due to perceived lack of information and support to guide nurses in making a mandated report, child abuse is still under-reported.
Validation and communication
Due to nurses' lack of knowledge, they were not always confident in professional judgements around keeping children safe. Sometimes, signs that a family was struggling were obvious and nurses were quick to respond (Eisbach & Driessnack 2010 , Schols et al. 2013 . However, more often the suspicions around a child's well-being started with the nurse's intuition or a 'gut feeling' that something was not right (Rowse 2009a , Schols et al. 2013 . Health visitors in the UK, in particular, emphasized that assessments need to be holistic and ongoing rather than based on individual or isolated observations (Lewin & Herron 2007 , Appleton & Cowley 2008 , Selbie 2009 , McAtamney 2011 . From there, nurses attempted to verify their concerns through monitoring the family, with some describing this process as putting together 'pieces of a jigsaw puzzle' (Wilson et al. 2008) or endeavouring to see the full 'picture' (Selbie 2009 , Eisbach & Driessnack 2010 , Whittaker et al. 2016 . When the signs were vague, nurses experienced a tension between the need to ensure the child's well-being and the concern about 'getting it wrong' and reporting suspicions of abuse that might be unfounded (Lazenbatt & Freeman 2006 , Rowse 2009b , Eisbach & Driessnack 2010 .
When nurses were unsure about the legitimacy of their concerns or the optimal course of action, they often discussed the situation with their colleagues (Schols et al. 2013) . This was based on nurses' recognition that child protection issues were frequently the culmination of multiple complex factors and best managed through a multidisciplinary approach , Reupert & Maybery 2014 . For some nurses, the hierarchical structures of their organizations led them to erroneously believe they must discuss each case with a senior colleague prior to reporting (Land & Barclay 2008 , Francis et al. 2012 . Depending on their clinical setting, nurses discussed child safety concerns with their managers (Crisp & Lister 2006) , nursing colleagues (Wilson et al. 2008) or physicians , Pabis et al. 2011 , Francis et al. 2012 . While at times this process helped affirm nurses' suspicions, it also lead to frustration when other professionals did not agree with nurses' clinical judgements (Rowse 2009a) or subsequently excluded nurses from decision-making (Land & Barclay 2008) . For example, physicians were seen as the authority for hospital-based nurses who perceived a need to 'convince' the physician of the legitimacy of their concerns before any action could be taken (Feng & Levine 2005 , Rowse 2009a , Feng et al. 2010 , Francis et al. 2012 .
Although child protection services may seem the most appropriate avenue to discuss child protection concerns, nurses did not always consult directly with them. Nurses reported frustrations around the process of consulting with child protection services who were seen as difficult to contact or unhelpful in addressing the child's needs , Lazenbatt & Freeman 2006 , Mathews et al. 2008 , Rowse 2009a , Eisbach & Driessnack 2010 , Schols et al. 2013 . Many nurses were troubled by the lack of feedback following reports they made to child protection services (Land & Barclay 2008 , Tingberg et al. 2008 , Rowse 2009b , Maddocks et al. 2010 , Schols et al. 2013 . Nurses often cared deeply for the children and their families and became disheartened when they did not know what, or if anything was being done to assist the family (Land & Barclay 2008 , Kent et al. 2011 , Kraft & Eriksson 2015 . As a result, many nurses lacked faith that the child protection services would take appropriate action on behalf of the child.
Nurses also reported poor communication between agencies involved in providing care for vulnerable children and families. In some cases this was due to concerns around confidentiality of families' information (Land & Barclay 2008 , Reupert & Maybery 2014 . Other nurses described how poor communication could place nursing staff into dangerous situations during home visiting if they were not informed of potential safety risks like domestic violence (Land & Barclay 2008 , Selbie 2009 ). At other times, optimal co-ordination of services was reduced because the lack of information exchange meant that no single person was clear on exactly what services were being provided to the family (Schols et al. 2013) . For example, one public health nurse recounted a situation where a family had been referred from agency to agency, only to eventually be referred back the public health nurse who had commenced the referral process (Selbie 2009 ). The large number of agencies involved with some families led to them being given conflicting information from different professionals (Reupert & Maybery 2014) . Nurses' lack of confidence in their own professional judgements led to overreliance on senior colleagues' opinions around validity of nurses' concerns. These consultations with senior colleagues often took the place of communication with child protection services, which nurses frequently did not trust to effectively safeguard the child.
Balancing support and surveillance
The qualitative studies identified that nurses valued building trust and rapport with vulnerable families to initiate and maintain positive therapeutic relationships (Selbie 2009 , Browne et al. 2010 . Nurses reported that trust and rapport with families led to greater engagement with health services, especially for families who might be suspicious of services (Selbie 2009 , Browne et al. 2010 , McAtamney 2011 , Reupert & Maybery 2014 . However, not all nurses believed that safeguarding children was their responsibility. For example, Crisp and Lister (2006) found that nurses tended to believe that child protection should be the responsibility of health visitors and reported that some nurses declined requests to be interviewed citing that child protection was not part of their role. Similarly, some mental health nurses in the UK had difficulty balancing the emotional needs of their adult clients against the safety of clients' children and subsequently decided to remain impartial towards the children (Maddocks et al. 2010) . This is consistent with the study by Houlihan et al. (2013) of 114 psychiatric nurses which found that over half (57%) the respondents asked if their client had children but only about a third (36%) documented this finding. Conversely, Korhonen et al. (2010) found that of 331 mental health nurses, most (95%) regularly gathered information about parental status from their clients, but nurses who were parents themselves better understood the needs of children and were more likely to meet with children to assess their needs.
Unfortunately for many nurses, their focus on promoting positive therapeutic relationships led to perceived role conflicts when concerns arose about child safety. Although nurses understood the importance of reporting child abuse, they sometimes reported a tension between their primary role of supporting families while simultaneously monitoring and policing them (Tingberg et al. 2008 , Kent et al. 2011 , McAtamney 2011 , Davidov et al. 2012 , Whittaker et al. 2016 . Some nurses were concerned that the caring and compassionate public image of nursing that gave them access to vulnerable families might be compromised by their role in surveillance for abuse and neglect (Kent et al. 2011) . There is evidence to suggest that the trust nurses develop with vulnerable families can easily be damaged by reporting concerns about child abuse and neglect (Lazenbatt & Freeman 2006 , Mathews et al. 2008 , Eisbach & Driessnack 2010 , Kent et al. 2011 , Davidov et al. 2012 , Francis et al. 2012 . Some nurses attempted to bypass this conflict and helped families address their problems without contacting statutory child protection services through referrals to voluntary agencies and/or continuing to monitor the family (Browne et al. 2010 , Eisbach & Driessnack 2010 , Francis et al. 2012 , Schols et al. 2013 , Kraft & Eriksson 2015 . However, this strategy was acknowledged as potentially risky if families realized they were being watched and withdrew from services (Francis et al. 2012) .
In addition to the adverse consequences of reporting of abuse on nurse-family relationships, nurses also voiced concerns over the potential for negative personal outcomes. In more extreme cases, nurses were aware of situations where family members had made threats against nurses who were believed to have made a report of abuse , Lee et al. 2007 , Land & Barclay 2008 , Borimnejad & Fomani 2015 , Kraft & Eriksson 2015 . While these fears may be well founded based on the clinical examples provided, nurses were also worried about having to give evidence in court (Land & Barclay 2008 , Rowse 2009b , Rolim et al. 2014 and the potential for litigation should they report abuse that was later not substantiated (Mathews et al. 2008 , Fraser et al. 2010 . The potential for adverse outcomes following mandatory reporting appeared to be particularly enhanced in Taiwanese nurses due to the cultural norms around childrearing as family business that should not be interfered with , Chen et al. 2015 .
Nurses also experienced conflict between their role of supporting families through positive therapeutic relationships when parents were alleged perpetrators of severe abuse (Tingberg et al. 2008 , Rowse 2009a or caused harm through substance abuse (Murphy-Oikonen et al. 2010 , Maguire 2013 ). Nurses reported distress over the effects of parental behaviour on children, which led to feelings of frustration, anger or disgust towards the parent/s (Tingberg et al. 2008 , Murphy-Oikonen et al. 2010 , Maguire 2013 . Nurses frequently placed the sole blame for the child's pain and distress on the parents, which meant the nurses experienced emotional and ethical barriers to engaging with these parents in meaningful ways (Tingberg et al. 2008 , Rowse 2009b , Maguire 2013 , Whittaker et al. 2016 . Although nurses clearly understood the nature of their responsibility in caring for both the abused and abuser, their emotional response was a barrier to providing care to both parties. Nurses considered their role in reporting child abuse and neglect as punitive rather than a positive response with potential to safeguard the child. Thus, nurses faced ethical dilemmas when deciding whether to intercede on behalf of the child by making a report or whether to preserve their image of a caring, helping professional.
Discussion
This review examined the role and experiences of nurses in safeguarding children as represented in the literature. The findings indicate that nurses face several barriers to safeguarding children, which include inadequate knowledge, difficult interprofessional communication and tensions between nurses' simultaneous roles in caring and surveillance. The first finding around nurses' lack of knowledge and confidence link very closely to the difficulties nurses face around interprofessional communication and balancing support and surveillance.
Nurses were typically well aware of their legal and ethical responsibilities to report child abuse and neglect. However, due to a perceived lack of information and support, nurses did not always report their suspicions to child protection services. The level of education that nurses receive in relation to safeguarding children varies among different countries. For instance, in the UK, all professionals working with children are expected to undergo training (Her Majesty's Government 2015), whereas in comparison, in the USA, there is no national consistency around the type or amount of training required (Kenny 2015) . However, even nurses who had attended training showed perceived and measurable knowledge gaps.
Nurses' perceptions of their own knowledge were not necessarily related to their previous experiences with safeguarding children. For example, health visitors for whom safeguarding children was a major part of their role desired more education around assessment of mother-infant attachment (Crisp & Lister 2006 , Wilson et al. 2008 , McAtamney 2011 . Measurable knowledge gaps were also identified by Ben Natan et al. (2012) in Israel where participants (n = 143) on average correctly answered only 2 questions out of 15 and by Koetting et al. (2012) who found that 69% of nurse practitioners (n = 43) in Missouri in the USA did not know their organizations' policy around examining for child sexual abuse. In contrast, other authors found high levels of knowledge among nurses. For example, Chen et al. (2015) reported that on average nurses in Taiwan (n = 588) scored 74% in knowledge tests, while Fraser et al. (2010) found that in Queensland, Australia, between 72% and 90% of nurses (n = 930) correctly identified where, how and when to report.
Unfortunately, each of these four studies used different knowledge tests and so the results are not directly comparable but may suggest that nurses' knowledge varies geographically, possibly due to the differing training provided in these jurisdictions. Additionally, these studies tended to only address nurses' knowledge of abuse or neglect in severe cases requiring statutory intervention rather than nurses' knowledge of preventative and early intervention strategies.
In the wider literature, insufficient knowledge and confidence in interpreting signs of abuse and neglect is also prevalent among professionals working with children in other fields including education, psychology and medicine (Kenny 2004 , Markenson et al. 2007 , McKee & Dillenburger 2009 , Goldman 2010 , Pelisoli et al. 2015 . While there is evidence that educational programmes may increase professionals' knowledge, they did not always influence professionals' interpretation of signs of abuse and proposed course of action (Botash et al. 2005) . Kenny (2015) contended that while it may be relatively straightforward to increase professionals' knowledge through education, in practice-based professions such as nursing, both knowledge and skill-based clinical competence is essential.
There is a lack of consistency of terminology around what kind of preparation and professional development nurses receive in regard to safeguarding children. Some literature refers to 'education' while other studies discuss 'training'. It becomes even more confusing when the concepts of 'training' and 'education' are used interchangeably and raises questions as to the pedagogical underpinning of professional education in safeguarding children. There is a common assumption that training professionals simply to 'follow procedures' will improve outcomes for children (Munro 2005) . However, applying procedures in the context of the dynamic and complex situations encountered when safeguarding children requires advanced cognitive skills (Dekker 2002 , Munro 2005 . In addition, the capacity to reflect on and critique the impact of personal values and beliefs on behaviour is rarely a component in training activities.
For example, a recent report arising from the Royal Commission into Institutional Responses to Child Sexual Abuse in Australia identified two situations of concern where simply following policies did not protect children (Munro & Fish 2015) . In one situation, multiple contradictory procedures were applicable, which confused staff and lead to no action being taken. In another situation, following procedures led to a manager suspected of sexually abusing children being able to inappropriately assess their own 'medium-risk' background check (Munro & Fish 2015) . Thus, it is essential that professionals are educated to understand the rationale behind safeguarding procedures rather than simply being trained to follow procedures.
Due to perceived and actual knowledge deficits, nurses experienced a lack of confidence in their professional judgements around children at risk of abuse and neglect leading to an overreliance of colleagues' opinions. Discussions with colleagues often took the place of liaison with child protection services. At times, nurses received adequate support from their colleagues, but when they did not, nurses were unsure of the optimal course of action and subsequently failed to act on behalf of the child. Nurses often felt the need to seek support from colleagues due to the ambiguity that was present in situations where a child was at risk. Ambiguity is inherent into the field of child protection due to the complexity of families and the impossibility of predicting the future (Munro 2011) . Although inaction or lack of support from other professionals to help nurses make decisions about children at risk is clearly a problem, it is most concerning that nurses as autonomous professionals do have the confidence, knowledge, skills and commitment to take the lead when a child is at risk.
Nurses who did contact child protection services were often dissatisfied with their experience, describing poor communication practices with no or unsatisfactory intervention for the child. Nurses are not alone in their dissatisfaction with child protection services; professionals from other disciplines also described experiences with child protection services as unhelpful, unresponsive or unwilling to provide feedback about the child's case (Jones et al. 2008 , Feng et al. 2009 , Bryant & Baldwin 2010 . Scott and Fraser (2015) point out that a major issue of many child protection services is a lack of systemic procedures that facilitate collaborative professional communication between child protection services and health professionals. Professionals are often not provided with feedback about the outcomes of their report and remain unsure as to the help, if any that may have been offered to the child and family. However, rather than using the flaws of child protection services as an excuse for inaction, nurses need to be aware of and take the initiative to implement additional strategies to safeguard children, such as education, harm minimization, voluntary programmes and the child's extended family support.
Implications for practice, education and research
Nurses are well positioned to safeguard children at risk of abuse and neglect. However, the literature has indicated that nurses face barriers that reduce their confidence and ability to effectively safeguard children. It is not known exactly why nurses feel underprepared for their role in safeguarding children. Many nurses receive 'training', but it appears that this is not sufficient to address nurses' needs and perceived knowledge deficits. Furthermore, it has been highlighted that training is not the best way to prepare nurses for their role in safeguarding children. Future approaches could involve educational programmes that recognize the complexities of the clinical judgements required to enact safeguarding practices in community and clinical settings. Additional research would help identify whether education instead of training would enhance nurses' confidence and practices around keeping children safe.
Strengths and limitations
This review was strengthened by the use of a specific framework to guide the review. It was also enhanced by the implementation of a recognized tool to assess each study's quality and the large number and variety of international studies included in the analysis. However, there are some limitations. Reviewing the international literature highlights that countries have their own local policies, procedures and services for safeguarding children. This means that the studies may not be directly comparable due to differing local conditions. Additionally, this review included all relevant studies where at least one participant was a practicing nurse, meaning that findings in some studies also included perspectives of other professions. However, this was necessary to compare and contrast nurses' experiences from a variety of practice settings across all published studies.
Conclusion
Nurses are aware of their role in safeguarding children, but do not always have the confidence to respond to children at risk of abuse or neglect. It is not clear whether further education of nurses around safeguarding children would help to address this issue. It appears that nurses want support to assist with decision-making about children at risk, regardless of nurses' individual professional responsibilities in this area. Further research is needed to better understand why nurses do not feel empowered to advocate for children and to determine if education rather than training would augment their practice.
